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The present research aimed at examining re la t ive 
contribution of a ser ies of predictors to depressive 
symptoms in non-clinical Hong Kong Chinese adolescents. A 
t o t a l of 958 students from Grade 7 to 10 (475 boys, 483 
g i r l s ) were asked to complete the Chinese version of 
Depression Self-Rating Scale, Delinquency Scale, Short-
form Lie Scale from Eysenck Personality Questionnaire, 
Relationship with Parent Scale from Marsh's (1983) Self-
Description Questionnaire, Family Assessment Device and 
Self-concept measures derived -from Leung and Lau's study 
(1989). 
The study focused pn depressive symptoms as an 
outcome variable and evaluated how well i t could be 
predicted from family dysfunction, parental rejection, 
ant isocia l behavior, and poor self-concept which includes 
poor general self-perception as well as poor se l f -
perception of one's social and in te l lec tua l competence. As 
expected, family dysfunction, parental rejection and poor 
self-concept predicted high depressive symptoms. In 
contrast to the argument of the primacy of conduct 
problems, in th is sample, antisocial behavior did not 
create vulnerabi l i ty to adolescent depressive symptoms, as 
shown in the hierarchical regression. Whether these two 
syndromes separated from each other and associated with 
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di f fe ren t causes and outcomes are unknown from the present 
f indings. Only longitudinal studies that examine the 
course and impairment of depressive disorders and conduct 
disorders can determine i f the two groups of disorders 
occur separately with di f ferent etiology and outcomes. In 
conclusion, intervention i s recommended to address family 
functioning because of i t s association with emotional and 
behavioral disturbances, especially in areas concerning 
emotional involvement among family members and maintenance 
of appropriate behavior standards. 
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In the l a s t decade, research on depression in 
childhood and adolescence increased substant ia l ly ever 
since a number of investigators documented that depressive 
disorders can and do occur in children and adolescents 
(e .g . , Carlson & Strober, 1978; Cytryn & McKnew, 1972; 
Kovacs & Beck, 1977; Rutter, Schaffer, & Shepherd, 1975). 
In a current prevalence study of depression in high 
school, students whose age ranged from 14 to 18 {N = 
1,508), the point prevalence (that i s , a l l those in a 
population who have the diagnosis at any one point in 
time) of major depression is reported to be 3.12% 
(Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993) . In 
the Is le of Wight study, Rutter (1971) found a 1-year 
prevalence of 1.4 per every 1,000 young individuals (aged 
9 to 10), and noted that the r isk of depression at 14 
years of age i s three times greater than the r isk at age 
10. More than 40% of the adolescents expressed feelings of 
depression and misery during follow-up interview (Rutter, 
Graham, Chadwick, & Yule, 1976)• 
The study of psychopathology among adolescents i s 
important because adolescence i s a c r i t i c a l period, in 
which teenagers experienced changing environmental 
expectation and demands during the process of maturation. 
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As argued by Ebata, Petersen, and Conger (1990), inab i l i ty 
t〇 cope with 七 h e environment adoptively would lead 七〇 
various psychosocial adjustment problems and pathological 
outcomes . 
Increasing evidence documents that adolescence is a 
key period for the onset of major depression (Burke, 
Burke, Regier, & Rae, 1990)• The individual and social 
costs of depressive disorders were also great. For 
instance, adolescent depression was found to be associated 
with dropping out of school, involvement with drugs, 
delinquent behavior, disruptive parent-child relationship, 
and increased r isk for future episode of depression in 
adulthood (Chiles, Miller, & Cox, 1980; Kandel & Davies, 
1986). The links of high levels of adolescent 
symptomatology and development of major depression in 
adult i s not currently well established. However, given 
the age of onset of major depression and i t s serious 
consequences, the main focus of the present study on 
identifying predictors for high depressive symptomatology 
in adolescents remains an important research task. 
In th i s introductory discussion, nature of depression 
in children and adolescents, as well as i t s relationship 
with family variables, self-concept and antisocial 
behavior wil l be reviewed. A possible explanation for the 
association between antisocial behavior and adolescent 
depressive symptoms, which provides a theoret ical 
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framework for the present study, wi l l be presented as 
well . 
Depression in C h i l d r e n and Adolescents 
Before introducing the nature of a f fec t ive disorders 
in children and adolescents, i t wil l be useful to b r i e f ly 
review the h i s t o r i c a l debate on whether or not the 
syndrome ex i s t s in these populations. 
Early psychoanalytic theory regarded depression as a 
superego phenomenon, from which depression was argued to 
be manifested in adulthood only, when the superego was 
su f f i c i en t l y developed (Quay, Routh, & Shapiro, 1987; 
Shaffer, 198 9). Therefore, th i s theory led c l in ic ians to 
in fe r tha t depression could not exis t in children. 
In the 1970s the concept of、、！nasked depression" had 
been raised (Cytryn & McKnew, 1972; Glaser, 1967; Toolan, 
1962) , mainly due to the observation of some 、、depressive 
equivalents" manifested in children. Weiner (1975) had 
noted that adolescents expressed an underlying depressive 
disorder through behavior d i f fer ing from the t rad i t iona l 
manifestation of adult depression. These behaviors are not 
always considered to be related with depression, for 
instance, drug abuse. Kashani et a l . (1981) reviewed that 
symptoms of masked depression included delinquent 
behaviors, phobias, underachivement in school and 
psychosomatic complaints. Such acting-out behaviors were 
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considered to dominate or mask the underlying mood 
disturbance. Some argued that acting-out behavior in a 
depressed child might be a manifestation of what i s seen 
as i r r i t a b i l i t y or ag i ta t ion in a depressed adult (Quay, 
Routh, & Shapiro, 1987). 
From the 1980s, debate over whether children and 
adolescents experience the symptoms associated with 
depression in adults has been se t t l ed upon a general 
agreement tha t childhood and adult depression share some 
essen t i a l features (Kendall, KortlanderA Chansky, & Brady, 
1992). Depressed mood, decreased concentration, sleep 
disturbance, loss of energy and apathy are commonly 
experienced by those children and adults diagnosed with 
depressive disorder (BGCA, 1992； Carlson & Kashani, 1988; 
Shaffer, 1989). Differences in manifestation of depression 
among children and adult had also be documented. Carlson 
and Kashani (1988) examined depressive symptoms from 
infancy to adulthood and found that cer tain 
cha rac te r i s t i c s in adult depression are often missing in 
children. They are pervasive anhedonia or dysphoria, 
diurnal mood var ia t ion, hopelessness, psychomotor 
re tardat ion and delusions. Because of insuf f ic ien t 
in te rna l i za t ion of feel ings and experiences in the 
youngsters, the manifestation of depression during 
childhood and adolescent might be s l igh t ly di f ferent from 
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adult depression (Bemporad & Wilson, 1978; Malmquist, 
1971). 
In the DSM—工工工一R (1987), a major depressive episode 
i s described as ^ei ther depressed mood (or possibly, in 
children or adolescents, an i r r i t a b l e mood) or loss of 
i n t e r e s t or pleasure in a l l , or almost a l l , activities,••” 
(p.218) . The absence of separate diagnostic categories for 
childhood depression disorders in the DSM-工工工-R (1987) 
provides evidence for a general consensus that depression 
ex i s t s in childhood and adolescence, and that the same 
diagnostic c r i t e r i a could be used to ident i fy i t as are 
used in adul t s . As mentioned above, presentation of 
depressive symptoms may depend on the age and development 
of the individual . In summary, the existence of depression 
in childhood and s l i gh t l y d i f fe ren t manifestation of 
symptoms across developmental stages have been recognized. 
Family Characteristics and Adolescent Depressive 
Symptomatology 
There i s a long his tory of empirical studies that 
have iden t i f i ed family variables as consistent predictors 
for adolescent emotional. disturbance. In studies of 
school-based samples of adolescents, high levels of 
depressive symptomatology have been s igni f icant ly 
associated with family dysfunction and the construct of 
family variables explains 19 to 24% of the variance in 
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adolescent depressive symptoms (King, Segal, Naylor, & 
Evans, 1993; McKay, Murphy, Rivinus, & Maisto, 1991; Puig-
Antich et a l . , 1993). From the i r observational studies, 
Sanders, Dadds, Johnston, and Cash (1992a & 1992b) have' 
documented that families of adolescents with depression 
were characterized by ineffect ive family problem-solving 
and conf l ic t resolution sk i l l s . 
Besides, numerous studies (e.g. , Cohen, Brook, Cohen, 
Velez, & Garcia, 1990; Puig—Antich et a l . , 1993) suggest 
that parent-child relat ionship problems, specif ical ly , 
lack of maternal and paternal involvement, were related to 
emotional disturbance of adolescents. Negative parent-
child relat ionship was characterized by inadequate amount 
and depth of communication and greater tension in the dyad 
interact ion (Puig-Antich et a l . , 1993). 
Overall, hos t i le , reject ing and abusive family 
interact ion had been found in families of depressed 
children (Kashani, Burbach, & Rosenberg, 1988; Puig—Antich 
et a l . , 1993) . From a developmental perspective, the 
recurrent devaluation and depreciation from parents 
ar is ing from aversive parent-child interaction would be 
internal ized by the child, leading to poor sense of se l f -
worth that predispose the child to depression. Similarly, 
the parent-child re la t ion i s important in the 
establishment of the chi ld ' s sense of t rus t and 
pred ic tab i l i ty . Without a positive parent-child bond and 
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sense of p r ed i c t ab i l i t y , children may experience what 
Seligman (1974) has iden t i f i ed as、、：Learned helplessness ." 
This also f a c i l i t a t e s depression. 
Self-concept and Adolescent Depressive 
Symptomatology 
Recent works (e .g . , Leung & Lau, 1989; Marsh & 
Holmes, 1990) have shown that self-concept i s 
multidimensional in nature. In order to give a f u l l e r 
understanding of the associat ion between depressive 
symptomatology and self-concept, a growing number of 
s tudies on adolescent depression had. included more refined 
measures of self-conceptA including perceived popularity 
and i n t e l l e c t ua l competence, along with a general measure 
of self-esteem (e .g . , Fine, Haley, Gibert, & Forth, 1993; 
Reinherz, et a l . , 1993). 
From the exis t ing l i t e r a t u r e , low self-worth i s 
regarded as one of the important precursors for depressed 
mood. In a longitudinal community study, Reinherz and her 
colleagues (1993) found that perceived unpopularity and 
low self-esteem preceded the onset of major depression. By 
as ear ly as the age 9, adolescents who subsequently 
developed major depression had already manifested feelings 
of low self-worth and unpopularity. 
Moreover, academic fa i lure in elementary grades was 
documented to be co-varied s igni f icant ly with l a t e r 
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adolescent depression (Kellam, Brown, Rubin, & Ensminger, 
1983). Reinherz and her colleagues (1989) fur ther report 
from a longitudinal study that higher self—ratings in 
i n t e l l e c tua l competence were associated with lower levels 
of depressive symptoms. 
Several studies have shown that youngsters who 
experience d i f f i cu l t y in peer relat ions are prone to 
depression (e.g. , Blechman, McEnroe, & Carella, 1986; Cole 
& Carpentieri , 1990). As argued by Rutter (1986), fa i lure 
to es tabl ish good peer re la t ions will lessen means of 
coping with s t ress and eliminate potent ial attachment 
f igures , which can lead to low self-esteem and poor sense 
of self-evaluat ion, and ultimately to depression. Puig— 
Antich et a l . (1993) reported that depressed adolescents 
have inadequate social sk i l l s and shorter duration of 
fr iendships. Those adolescents were less l ikely to have 
close fr iends, to i n i t i a t e social interact ion, or to have 
the i r fr iends over to v i s i t . Depressive adolescents were 
described as social ly withdrawn (Cole & Carpentiere, 
1990). 
Based upon a competency-based model, Cole (1991) 
emphasizes the role of competency feedback in the 
development of childhood depression. Because of social 
comparison process, response from others, as well as the 
chi ldren 's self-perception and the subsequent 
in ternal iza t ion of others' appraisal, repeated exposure to 
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negative feedback wil l adversely af fec t normal cognitive 
development and give r i se to negative self-schemata that 
be prone to depression. Academic and social performance 
are examples of par t icu lar domains that are subjected to 
continuous competency feedback. Therefore, according to 
the argument of competency feedback, fa i lures in these 
domains inevitably re la te to the development of depressive 
symptoms in children and adolescents. As argued by Garmezy 
(1986), fa i lu re experiences in childhood may be 
emotionally similar to the loss events that have been 
shown to t r igger depression in adults and children. 
Relationship between Antisocial Behavior and 
Depressive Symptoms during Childhoqd and Adolescence 
In child psychiatry, the relat ionship between 
af fec t ive and conduct disorders i s a controversial issue. 
As previously discussed, in the 1970s, antisocial 
behaviors are considered to be "depressive equivalents," 
according to the concept of masked depression (Cytryn & 
McKnew, 1972; Kashani et a l . , 1981). This concept led 
c l in ic ians to consider ant isocial behavior as part of the 
manifestation of childhood depression. 
Start ing from la te 70s, a number of factor analytic 
and multivariate s t a t i s t i c a l studies of children's 
behaviorA in c l in ica l and community samples, have shown 
that depression consti tutes a major dimension of symptoms 
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separate from conduct disorder (Achenbach & Edelbrock, 
1978/ Quay, 1986)• Depression and conduct disorder have 
been proven to be two d i s t inc t categories. 
In the DSM-III-R (1987), the essent ia l feature of 
conduct disorder i s described as 、、a pers is tent pattern of 
conduct in which the basic r ights of others and major age-
appropriate socie ta l norms or rules are violated" (p.53). 
A pat tern of repeated lying, steal ing, truancy, physical 
aggression, contravention of property and other delinquent 
acts across s i tua t ions , such as in the home, at school, 
with peers, and in the community are common (Graham, 198 6; 
Shaffer, 1989). 
Conduct disorder may be grouped as ^behavior" or 
、、externalizing" disorder, while depression may be subsumed 
under the t i t l e of 、、em〇tional" or "internal izing" disorder 
(Woolston, Rosenthal, Riddle, Sparrow, Cicchetti , & 
Zimmerman, 1989). Inter—rater r e l i a b i l i t y and temporal 
s t a b i l i t y of these two clusters have been demonstrated as 
well (Rutter & Garmezy, 1983)• However, empirical data 
from numerous studies on c l in ica l referred and in 
community, non-referred samples of children suggests that 
diagnoses from the two supradomains often exist together 
(e.g.A Cole & Carpentieri, 1990; Kovacs, Paulanskas, 
Gatsonis, & Richards, 1988; Marriage, Fine, Moretti, & 
Haley, 1986; Puig-Antich, 1982; Zoccolillo, 1992). 
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In psychiat r ic outpatients , the comorbidity rates of 
conduct disorder and depression have been ranged from 15% 
(Mitchell, McCauley, Burke, & Moss, 1988) to more than 35% 
(Kovacs et a l . , 1988; Puig-Antich, 1982). Analyzed data 
from a community sample aged 4 to 16, Offord, Boyle, 
Fleming, Blum, and Grant (1989) reported that one-third of 
children with conduct disorder f u l f i l l e d the diagnostic 
c r i t e r i a for emotional disorder. From a community sample 
in Puerto Rico, Bird, Gould, and Staghezza (1993) analyzed 
age pat tern of the comorbidity ra te , and found that the 
ra tes are 3.5% and 10.8% in younger age group (age 9—12) 
and elder age group (age 13-16), respectively. 
In a community study of high school students (n = 
1,710), Lewinsohn and his colleagues (1993) document that 
the l i fe t ime comorbidity prevalence ra t ios of unipolar 
depression and conduct disorder ranged from 1.8% to 2.1%. 
Given that 18.5% of high school students showed major 
depression and 3.2% conduct disorder; the expected 
comorbidity rate between these two disorders therefore is 
the product of 18.5% and 3.2%, namely 0.6%. The observed 
comorbidity rates ( i .e . A 1.8% to 2.1%) were more than 
t r i p l e that expected by chance. 
I t i s d i f f i cu l t to compare the expected and observed 
comorbidity ra tes across studies because of the 
differences in case defini t ion, sample composition and 
sample s ize . Nevertheless, the observed comorbidity rates 
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of conduct disorder and depression derived from dif ferent 
s tudies were higher than would be expected by chance, 
regardless of the method and c r i t e r i a of investigation. 
Amongst various aspects of child psychopathology, the 
temporal sequencing and the possible causal relat ionship 
between conduct disorder and depression have aroused great 
i n t e r e s t in research. Methodology varied across studies, 
some examined the ef fec t of treatment, others order of 
emergence. Findings in the area of temporal sequencing, 
however, are inconsistent . 
Result from an in f luen t ia l study by Puig-Antich 
(1982) revealed that a f t e r treatment with imipramine, 7 
boys out of 10 with maj or depressive disorder recovered 
from mood disorder and showed subsequent improvement from 
conduct disorder. This had been considered evidence for 
the primacy of depression. Kovacs et a l . (1988) further 
report tha t , in a c l in ica l sample of children with index 
diagnoses of depressive disorders, conduct disorder tends 
to develop mostly as a complication of depression because 
the onset of most cases occurred a f te r the onset of 
depression. Chronologically, conduct disorder appeared to 
be secondary to depression. However, Kovacs et a l . (1988) 
real ized that majority of the conduct disorders persisted, 
rather than remit with the depressions. 
On the other hand, various longitudinal studies 
provide evidence for the primacy of conduct problems. In a 
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community sample of adolescents, Lewinsohn et a l . (1993) 
documented that conduct problems and substance use tended 
to pre-date the onset of depression. Anderson, Williams, 
McGee, and Silva (1987) studied depression and 
external iz ing behavior in a large (N = 925) sample of 
children in New Zealand who had been followed from b i r th . 
They found tha t , at age 11, depression was secondary to 
more long-standing "externalizing" disorders. Block and 
Gjerde (1990) also concluded from the i r longitudinal study 
tha t , for 18 years old adolescent boys, the i r depressive 
symptoms can be predicted by the noncompliance, hos t i l i t y 
and ant i soc ia l tendencies in preadolescence. 
These new findings contrast with the study by Puig-
Antich (1982) which was considered as evidence for the 
primacy of depression. However, response to treatment i s a 
very d i f fe ren t indicator of primacy than temporal order of 
symptoms. As suggested by Block and Gjerde (1990), 
repl ica t ion of the Puig—Antich's (1982) study along with 
evidence of order of emergence for the same children would 
be helpful in elucidating the sequencing of conduct 
disorders and depressive disorders. 
In b r ie f , the inconsistency of the temporal 
sequencing of conduct disorder and depression has remained 
unresolved in the l i t e r a tu r e . Examining the age of the 
onset of the two disorders, however, i t i s 
indistinguishable whether the two being unrelated or one 
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leading the other, as most cases of conduct disorder and 
major depression develop at ages 8 to 13 (Zoccolillo, 
1992). Therefore, a possible explanation for the co-
occurrence should consider a larger developmental context, 
even before puberty. 
Explanation for the association between Antisocial 
Behavior and Depressive Symptoms 
The average age of onset for the f i r s t symptoms of 
conduct disorder i s found to be around 8 or 9 (Robins & 
Price, 1991)； however, Zoccolillo (1992) argued that , for 
many children, s table manifestation of ant isocia l behavior 
begins as ear ly as the elementary school grades. This 
suggests that the time period from early infancy through 
preschool may be a c r i t i c a l period for the development of 
an t i soc ia l behavior. Developmental studies also report 
that any adverse e f fec t during early childhood, such as 
maternal neglect, wil l simultaneously af fec t sk i l l s 
acquis i t ion which may be related to conduct problems, 
including the development of social s k i l l s , cognitive 
a b i l i t i e s , a t tent ion and control of motor ac t iv i ty , and 
proneness to depression (Cadoret, Troughton, Merchant, & 
Whitt lers, 1990). 
From a social learning perspective, Patterson and his 
colleagues (1986, 1989, 1990) argued that inconsistent 
parenting and dysfunction in family interact ion contribute 
15 
to the childhood behavior problems and sk i l l s de f i c i t s . 
Inept parenting, such as noncontingent in the use of both 
pos i t ive reinforcements for prosocial behavior and 
e f fec t ive punishment for deviant behavior, reinforces 
coercive child behaviors through the countless daily 
in terac t ions of early childhood. A ser ies of s t ructura l 
equation modeling studies by Patterson and his colleagues 
(1990 & 1991) support the theory that disrupted parenting 
pract ices are causally related to ch i ld ' s ant isocial 
behavior. Parenting pract ices and family interact ion 
constructs accounted for 30-40% of the variance in general 
an t i soc ia l behavior, in four d i f ferent samples of grade 
school boys (Patterson, 1989). 
As daily coercive cycles of interact ion continues, an 
an t i soc ia l child wil l simultaneously lack of training for 
prosocial s k i l l s . Observation in the homes of distressed 
families suggest that children'' s prosocial acts are often 
ignored or responded to inappropriately (Patterson, 1982; 
Snyder, 1977)• I t implies that children from disorganized 
family are at greater r isk for ant isocial behaviors and 
being socia l ly unskilled. 
Regarding the relat ionship between antisocial 
behavior and depressed mood, Patterson and Capaldi (1990) 
hypothesized that ant isocial boys are vulnerable to 
develop depressive symptoms because the i r antisocial 
behavior in te r feres with sk i l l development which is 
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necessary for good peer re la t ion , such as academic sk i l l s 
and socia l s k i l l s . Disruptive behavior also resu l t s in 
constant conf l ic t with the environment and lead to fa i lure 
and re jec t ion in social relat ionship, which are more 
profound than would be the case for lack of sk i l l s alone. 
Therefore, Patterson and Capaldi (1990) assumed that 
children with disruptive behaviors are at greater r isk for 
parental re jec t ion , peer re ject ion, and academic fa i lu re . 
These fa i lu re experiences are hypothesized to be related 
to the development of depressed mood. Their argument has 
been supported by Patterson and Stoolmil ler 's study 
(1991), in which self-esteem was excluded in the analysis. 
In summary, Patterson and Capaldi (1990) emphasized 
the primacy of ant isocia l behavior which create a 
vulnerab i l i ty for depressed mood. As the f i r s t step, 
inef fec t ive parenting practices are regarded as 
determinants for childhood conduct disorders. Secondly, 
the conduct—disordered behaviors lead to academic fa i lure , 
peer re jec t ion , and low self-esteem. Among these repeated 
fa i lu re peer re ject ion i s the primary determinant, whereas 
poor self-esteem and academic fa i lure are secondary 
sources of depressed mood (Patterson & Capaldi, 1990). 
Purpose of the Study 
The present study aimed at examining the relat ive 
contribution of a series of predictors, including family 
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dysfunction, parental re ject ion, ant isocia l behavior, and 
self-concept on depressive symptoms in a non-clinical 
sample of Chinese adolescent boys and g i r l s . 
In keeping with the social learning perspective by 
Patterson and Capaldi (1990)f i t was hypothesized that 
family dysfunction and parental re ject ion would predict 
high depressive symptoms. According to the argument of the 
primacy of an t i soc ia l behavior (Cadoret et a l . f 1990; 
Patterson & Capaldi, 1990; Zoccolillo, 1992), ant isocial 
behavior due to family adversity will create an increased 
r i sk for depressed mood. Thus, i t was further hypothesized 
that an t i soc ia l behavior would continue to add to the 
predict ion of depressive symptoms a f t e r family dysfunction 
and parental re ject ion had been par t ia l l ed out. Since 
an t i soc ia l adolescent are more l ike ly to experience 
adjustment problems in areas of academic performance and 
peer re la t ionship which lead to poor self-concept; 
therefore, three dimensions of poor self—concept, that i s , 
a general perception of oneself, and self—perception of 
one's social and academic ab i l i ty , were expected to add to 
the prediction of depressive symptoms af te r antisocial 
behavior had been par t ia led out. 
Digdon and Gotlib (1985) reviewed the area of 
childhood depression and pointed out that the correlates 
of depressed af fec t are similar to correlates of 
depression in c l in ica l populations, and argued that 
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knowledge of the nature of depressed moods in non-
diagnosed children wil l augment understanding of 
depression in c l i n i ca l l y depressed children. Besides, 
study on the re la t ionship between ant isocia l behavior and 
depressive symptoms in adolescent g i r l s was sparse. The 
present study, thus, recruited both non—clinical 
adolescent boys and g i r l s to f i l l th i s empirical gap. 
Gender differences on each predictor and depressive 
symptomatology as well as in the relat ionship of the 







 t o t a l of 958 Hong Kong Chinese students (475 boys, 
483 g i r l s ) from five secondary schools of academic level 
ranging from below average to above average (band one to 
five) were recrui ted for th i s study. Students were 
predominantly in the i r th i rd year of secondary school and 
ranged in the age of 11 to 15 years (M = 13 years 9 
months, SD = 1 year 2 months) • Two age groups were 
c l a s s i f i ed by the sample mean, resul t ing younger 
adolescents included those who were aged 11 to 13 (n = 
319)； whilst elder adolescents refereed to those who were 
14 to 15 (n = 6 3 0 ) . 
Measures 
Depressive Symptoms 
A sel f - repor t of depressed mood was obtained using 
the Depression Self-Rating Scale (DSRS) (see Appendix) 
which was or iginal ly derived by identifying items that 
d i f fe ren t i a ted depressed from nondepressed children in 
Birleson
T
 s (1981) Bri t ish sample of children aged 7 to 13 
years. Similar to many items in the adult scales derived 
by Zung (1965)f and Beck (1976), the DSRS contains 18 
items that refer to af fec t , physiological and somatic 
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complaints, as well as cognitive aspects of depression. In 
order to avoid bias due to response set , some items are 
phrased pos i t ive ly such that endorsement r e f l ec t s the 
presence of depressive symptoms, whereas other items were 
worded negatively such that endorsement indicates the 
absence of the symptom. Each part ic ipant was asked to rate 
the sever i ty of "Never" to "Most of the time" for each 
symptom experiencing during the past 2 weeks (Asarnow & 
Carlson, 1985) . Total depression scores were calculated by 
summing the par t ic ipant
f
 s scores on the 18 items. Possible 
scores range from 0 to 36, with higher scores indicating a 
greater level or severi ty of depressive symptom. 
Asarnow and Carlson (1985) reported that DSRS 
demonstrates good concurrent va l id i ty correlating .81 (p < 
• 001) with the Children
T
 s Depression Inventory (CDI). The 
DSRS was regarded as an al ternat ive to the CDI for 
assessing child depression (Asarnow & Carlson, 1985), 
because of i t s shorter and simpler format, in which 
subjects were not required to select one sentence from a 
ser ies of three sentences that have to be considered 
simultaneously. The Chinese version of the DSRS was found 
to have moderately high internal consistency, with 
Cronbach
T
 s alpha being .75 (BGCA, 1992). 
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Antisocial Behavior 
Measure of ant i socia l behavior was obtained by a 
se l f - r epor t questionnaire, based on Leung & Lau
T
s (1989) 
delinquency scale (see Appendix)• The scale consists of 15 
items: (1) f ight ing in and outside of school, (2) smoking, 
(3) gambling, (4) destroying public propert ies, (5) 
threatening others, (6) s teal ing others properties, (7) 
shopl i f t ing , (8) eating in class, (9) talking with others 
during class lessons, (10) reading other materials such as 
comics during class lessons, (11) cheating in exams, (12) 
seeing pornographic movies and books, (13) skipping 
classes and school, (14) talking in foul language, and 
(15) drinking alcoholic beverage. Leung and Lau (1989) 
reported that the delinquency scale showing a reasonably 
high value of Cronbach
1
s coeff ic ient alpha (.79). 
Moreover, factor analysis and cluster analysis were 
performed to determine the dimensionality of the 15 acts 
in the Scale (Leung & Lau, 1989)• I t was found that a l l 15 
acts formed a unidimensional scale of delinquency. 
Validi ty of the delinquency scale was supported by a 
s ign i f ican t correlat ion in the predicted direction between 
the delinquent index and school record of misconduct (r = 
.24) (Leung & Lau, 1989). 
In the original scale (Leung & Lau, 1989), subjects 
were asked to report exact frequency they had committed 
each of 15 delinquent acts during the past 6 months. 
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Considering the d i f f i c u l t y and accuracy in reporting exact 
frequency for each delinquent act , the present study 
employed frequency estimations, that i s , using a 4一point 
Likert scale ranging from never commit (〇）to always 
commit (3). Summing the Likert ra t ing of a l l delinquent 
ac ts provided an overall score of ant isocia l behavior. 
Higher score of an t i soc ia l behavior was expected to be 
associated with greater depressive symptomatology. 
The in te rna l consistency coeff ic ient (Cronbach alpha) 
was .87 for t h i s sample. The dimensionality of the 15 
delinquent acts in the present study was examined with 
fac tor analysis and one major dimension emerged, which was 
compatible with the resu l t in Leung & Lau
T
s study (1989). 
Self-concept 
General self-esteem, social and academic self-concept 
were measured by a questionnaire from Leung and Lau
f
 s 
(1989) study (see Appendix). Leung and Lau's (1989) 
questionnaire was a modified version of Rosenberg's (1965) 
Self-Esteem Scale, Bachman's (1970) Self-Concept of 
Abi l i ty Scale, and the social self-concept scale from 
Self-Description Questionnaire (Marsh et a l . , 1983). The 
Chinese version of these self-concept measures were 
reported to have high internal consistency, with 
Cronbach
T
s alphas being .74, .81, and .83 for general, 
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academic and social self-concept scales, respectively (Lau 
& Leung, 1992). 
Social Desirability 
A 12—item Lie Scale (see Appendix) from a revised 
version of the Eysenck Personality Questionnaire (short 
scale) was employed to measure the subject
f
 s tendency of 
"faking good" (Eysenck et a l . , 1985). According to Eysenck 
and Eysenck (1975), th i s tendency i s par t icu lar ly marked 
when the questionnaire i s administered under the condition 
of high motivation to dissimulate. In the present study, 
asking par t ic ipant to endorse those items tapping conduct 
problems can be a condition of high motivation to 
dissimulate. Cronbach
T
 s alpha coeff ic ients were ranged 
from .73 to .77 in Eysenck et al
T
 s sample (1985). 
Family Functioning 
Family Assessment Device (FAD) (Epstein, Baldwin, & 
Bishop, 1983) was used to assess the family functioning, a 
questionnaire designed to evaluate family according to the 
McMaster Model of Family Functioning (see Appendix)• The 
FAD i s made up of seven scales which measure: Problem 
Solving - - a family's ab i l i t y to resolve problems 
ef fec t ive ly ; Communication 一一 s tyle of exchanging 
information within a family, whether i t i s clear and 
direct or masked and indirect ; Roles — a family's ab i l i ty 
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to e s t ab l i sh pat terns of behavior for handling a set of 
family functions, in which there i s a clear , reasonable, 
a n d
 accountable a l locat ion of respons ib i l i ty for each 
member; Affective Responsiveness - - a pat tern of the 
family*s responses to a f fec t ive st imuli , whether i t i s 
appropriate in terms of qual i ty and quantity of feel ings; 
Affect ive Involvement —一 the degree to which the family 
shows i n t e r e s t and values on each member
T
 s a c t i v i t i e s and 
concerns; Behavior Control 一一 the pat tern the family 
expresses and maintains standards for the behavior of i t s 
members； General Functioning —一 overall health/pathology 
of the family. 
In Epstein et al
T
 s (1983) study, r e l i a b i l i t y 
estimates revealed that these subscales are in ternal ly 
consis tent (Cronbachs alpha coeff ic ients ranged from .72 
to . 92) . Miller and his colleagues (1985) fur ther reported 
tha t FAD i s s table over a 2-week period ( t e s t - r e t e s t 
corre la t ions range from .66 to .76). Cut-off scores for 
dis t inguishing between individuals from healthy and 
unhealthy families were found to have adequate sens i t iv i ty 
and spec i f i c i t y (Miller et a l . , 1985). However, there was 
no study conducted with community adolescents on the 
r e l i a b i l i t y and va l id i ty of the FAD. In McKay et a l . ' s 
( 1 9 9 1 ) adolescent psychiatr ic sample, the adolescent 
alphas are, in most cases, as high as those obtained with 
an adult sample. They argued that the FAD is probably as 
r e l i ab l e when used with adolescent psychiatric patients as 
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i t i s with adult samples. The r e l i a b i l i t y of the FAD with 
t h i s nonclinical adolescent population is addressed below. 
R e l a t i o n with P a r e n t s 
Subjects
1
 re la t ion with parents was measured by the 
Relationship with Parent Scale from the Marsh et a l ' s 
(1983) Self—Description Questionnaire (see Appendix). In 
t h i s 9—item scale, students were asked how close they are 
to t he i r parents . In Leung & Lau's (1989) sample, the 
Scale demonstrated very high internal consistency, with 
Cronbach
1
s alphas being .91. Moreover, va l id i ty of the 
Scale had been supported by a mild to moderate correlation 
between the Scale and self-concept measures ( r s ranged 
from . 10 to .30) in an expected direction (Leung & Lau, 
1989). 
Procedure 
A to t a l of 958 students from Grade 7 to 10 were asked 
to complete a l l the above self-reported questionnaires, 
which were presented in Chinese. A research assistance 
d is t r ibuted and collected the questionnaires during 
regular class periods, who was also responsible for 
br ie f ing the students with standardized information. 
Par t ic ipants were informed that th is study aimed at 
col lect ing information on emotion in secondary students. 




The present research aimed at evaluating the re la t ive 
contributions of a ser ies of predictors to depressive 
symptomatology. A hierarchical regression was employed to 
determine i f controll ing for response s tyle , whether 
addit ion of information regarding ant isocia l behavior and 
then three dimensions of self-concept improve prediction 
of adolescent depressive symptomatology beyond that 
afforded by differences in the level of family adversity. 
Prior to the hierarchical regression analysis, 
pa t terns of missing values had been examined and resul ts 
indicated that they were random patterns of missing data. 
Therefore, missing values were deleted for analyses, 
leading sample sizes vary s l igh t ly across a l l analyses. 
Regression was performed to t e s t for multivariate 
out l iners , in which family dysfunction, parental 
re jec t ion , ant isocia l behavior, and the three measures of 
self-concept were regressed onto depressive symptom. Nine 
students (five boys and four gi r ls ) were ident i f ied 
through Mahalanobis distance as multivariate out l iers with 
p < .001. All nine outl iners were deleted, leaving 949 
cases for analysis . 
In the section of preliminary analyses, a series of 
two-way analyses of variance (ANOVAS; Gender x Age) were 
conducted for each variable to determine whether there 
were any e f fec t s on the variables due to sex and age. The 
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overal l s ignif icance level was set at .01 to pa r t i a l l y 
control the experirnentwise error ra te . Coefficients alpha 
estimates of r e l i a b i l i t y were computed for scores from 
each of the sel f - reported instruments, Pearson product-
moment correla t ions were computed between the predictor 
var iables and the c r i t e r ion variable to examine possible 
re la t ionships . 
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CHAPTER 工 工 I 
Preliminary Analyses 
Table 1 presents the means and standard deviations 
for d i f f e ren t age and gender groups for the various 
measures. Girls reported s igni f icant ly more depressive 
symptomatology than boys regardless of age. The gender 
difference was approximately 1 point on the DSRS and the 
e f f ec t size was small, 0.9% (Cohen, 1977) . I t i s in accord 
with the s l igh t but consistent gender differences reported 
in e a r l i e r studies (e .g. , BGCA, 1992; Kandel & Davies, 
1982; Gjerde et a l . , 1988). The DSRS means in th is sample 
were similar to those reported in previous study conducted 
with nonclinical Hong Kong Chinese adolescents (BGCA, 
1992). 
A s igni f icant gender and age interact ion effegt was 
found for only one variable, Delinquency Scale. In line 
with previous findings, analysis of the simple main 
e f f ec t s revealed that ant isocial behavior was 
s ign i f i can t ly more frequent in boys than in g i r l s , 
regardless of age, and s igni f icant ly more frequent in the 
older age group than in the younger age group, regardless 
of Sex. The ef fec t sizes for gender and age differences 
were small (Cohen, 1977), 3% and 5%, respectively. 
Further, a s ignif icant main effect of age was 
































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































(Cohen, 1977), 6%. The mean Lie score were 5.54 (SD = 
2.75, n = 308) for younger adolescents, and 4.09 (SD = 
2.60, n = 621) for elder adolescents. Younger adolescents 
in both gender groups admitted s ign i f ican t ly fewer minor 
f au l t s . 
Since the e f fec t s izes (Cohen, 1977) for the gender, 
age, and the age-gender in teract ion ef fec t were in the 
small to moderate range only (that i s , ranged from 0.9% to 
6%) ； therefore , in the subsequent analyses, presenting 
r e su l t s computed in t o t a l sample i s a more parsimonious 
presenta t ion of data. 
The in te rna l consistency r e l i a b i l i t y coeff ic ients 
(Cronbachs alpha) for each instrument i s reported in Table 
2. The Cronbachs alphas of the FAD scales for th i s sample, 
along with r e l i a b i l i t y coeff ic ients from an nonclinical 
adult sample (N = 627) (Kabacoff, Miller, Bishop, Epstein, 
& Keitner, 1990), are also presented in Table 2. 
Consistent with the resu l t of McKay et al.^ s (1991) study, 
the adolescent alphas in 七 h i s sample were compatible with 
those in adult sample, except the Behavior Control scale 
in which the alphas was .52. Overall, the internal 
consistency estimates for most inventories were adequate 
for research purpose. 
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Table 2. Cronbach,S Coefficient Alpha Estimates for 
Instrument Re l i ab i l i t i e s 
Measure a n 
DSRS .75 910 
Delinquency Scale . 8 7 9 4 1 
Self-Concept 
Social .81 916 
Academic .77 927 
General .81 9 1 7 
Lie .73 929 
Parent .91 932 
FAD 
GF ( .83) .88 828 
PS ( .74) .74 828 
COM ( .70) .70 828 
ROLES ( .57) .58 828 
AR ( .73) .81 828 
AI (.76) .68 828 
BC ( .70) .52 828 
Note. Missing data were deleted l i s twise . DSRS = 
Depression Self-Rating Scale； Self—Concept = questionnaire 
derived from Leung & Lau's study (198 9)； Social = Social 
SeIf-Concept; Academic = Academic Self—ConceptGeneral = 
General Self-Esteem; Lie = Short-form Lie Scale from 
Eysenck Personali ty Questionnaire (revised version); 
Parent = Relationship with Parent Scale from the Marsh's 
(1988) Self—Description Questionnaire/ FAD = Family 
Assessment Device; GF = General Functioning,- PS = Problem 
Solving; COM = Communication; AR = Affective 
Responsiveness,- AI
 =
 Affective Involvement/ BC = Behavior 
Control. Cronbach alpha coeff ic ients presented in 
parentheses were derived from n〇n—clinical adult samples 
in Kabacoff et a l . ' s study (1990). 
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To examine the relat ionships between a l l the 
var iables considered in th i s study, Pearson correlation 
coef f i c i en t s were computed (Table 3). As predicted, 
depression was found to correlate s igni f icant ly with 
greater family dysfunction in each dimension of the FAD, 
greater parental re ject ion, low self-esteem, and poor 
se l f -percept ion of one's social and in te l l ec tua l 
competency. 
Considering the relat ionship between antisocial 
behavior and family variables, ant isocial behavior was 
s ign i f i can t ly related with greater family dysfunction in 
various dimensions, including scales of Problem Solving, 
Communication, Roles, and Affective Responsiveness. 
Antisocial behavior also s igni f icant ly associated with 
parental re jec t ion . As for the self-concept, antisocial 
behavior was s ign i f ican t ly with poor self-perception on 
academic ab i l i t y and low self-esteem. 
Furthermore, ant isocia l behavior was negatively and 
s ign i f i can t ly correlated with the Lie Scale. The size of 
the correlat ion of Delinquency scale and Lie score was 
moderate, r = - .39, accounting for 15% of the variance of 
the self - reported delinquent acts . In contrast to the 
strong correlat ion between Lie Scale and antisocial 
behavior, the one between Lie score and depressive 
symptoms was s igni f icant ly lower, r 二 - .21, t(743) = 4.16, 



































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Regarding d i f fe ren t dimensions of family dysfunction, 
the General Functioning scale of the FAD was moderately to 
highly correlated {rs ranged from .29 to .77) with the 
other six dimensions of family functioning in th i s sample, 
which was consistent to the original authors (Epstein et 
a l . , 1983) argument that the General Functioning scale was 
developed to correlate with the other FAD scales and was 
assumed to be mul t i fac tor ia l . Besides, the General 
Functioning scale was in ternal ly consistent in this sample 
(a == .88)- These resu l t s suggest a general underlying 
construct of family functioning and support the use of 
the General Functioning scale as a general indicator of 
family dysfunction. 
According to Tabachnick and Fidell (1989) , variables 
with corre la t ion of .70 or greater contain redundant 
information and generally should not be included in the 
same analysis . The in tercorre la t ion between the General 
Functioning scale of the FAD and the scale of relat ion 
with parent exceeded the .70 level . Thus, these two scales 
were combined being an indicator of family adversity in 
the hierarchical multiple regression analysis. 
Primary Research Question 
Hierarchical regression was employed to determine i f 
control l ing for response style, whether addition of 
information regarding ant isocial behavior and then three 
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dimensions of self-concept improve prediction of 
adolescent depressive symptomatology beyond that afforded 
by dif ferences in the level of family adversity. The 
dependent variable of depressive symptoms was predicted 
with four hierarchical steps. Social des i rab i l i ty was 
entered f i r s t , followed by family variable, then 
an t i soc ia l behavior, and f ina l ly , self-concept measures. 
The impact of a predictor (or set of predictors) in 
accounting for variance in depressive symptoms was 
re f lec ted by the increment in R 2. 
Table 4 displays a hierarchical regression of 
adolescent depressive symptoms, including the standardized 
regression coeff ic ients {b) , R , and adjusted R 2, R 2 change 
a f t e r entry of a l l four independent variables. R 2 was 
s ign i f i can t ly d i f fe rent from zero at the end of each step, 
except in step 3 ( i . e . , ant isocia l behavior). With a l l 
independent variables have been entered at the f inal step, 
R 2 = .44 (adjusted R 2 = .43) , F ( 6 f 802) 二 104.52, p < .001. 
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Table 4. Hierarchical Regression of Adolescent Depressive 
Mood 
“ 2 ^ — s t e
P R change F change b a 
Combined Sample {N = 809) 
1.Lie . 05 .05 40.89** -.04 
2.Family .27 .22 246.22** .30 
3.Antisocial .27 .00 .00 .03 
4 • Self-Concept
13




Overall F(6, 802) = 104.52, p < .001. 
Note. Lie = Short-form Lie Scale from the Eysenck 
Personali ty Questionnaire (revised version) ； Family = 
General Functioning Scale (from the Family Assessment 
Device) & Relationship with Parent scale from the Self— 
Description Questionnaire/ Self-concept = questionnaire 
derived from Leung & Lau's (1989) study; Social = Social 
self-concept; Academic = Academic self-concept; General = 
General Self-Esteem. 
a
Standardized regression coeff ic ient for each variable in 
the f u l l model. 
b
Variables at these steps were entered as a block. 
** p < .001. 
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After step 1, social de s i r ab i l i t y in the equation, R
? 
= - 0 5 , Fine (1, 807) = 40.89, p < .001. After step 2, with 
a n
 indica tor of family adversity added to prediction of 
depressive symptoms by social des i rab i l i ty , R
;
 = .27, Fine 
(1, 807) = 246.22, p < .001. Addition of family variable 
to the equation resu l t s in a s igni f icant increment in R
z
, 
moving the R 2 from .05 to .27. After step 3, with 
an t i soc i a l behavior added to prediction of depressive 
symptoms by social de s i r ab i l i t y and family adversity 
indica tor , R 2 = .21, F i n c (1, 807) = .00001. Addition of 
an t i soc ia l behavior to the equation did not s ignif icant ly 
improve R 2. After the f ina l step, with a block of se l f -
concept measures added to prediction of depressive 
symptoms by social des i r ab i l i ty , family adversity 
indicator and ant i soc ia l behavior, R 2 = . 44 (adjusted RA = 
•43), Finc (1, 807) = 79.97, p < .001. Adding self-concept 
to the predict ion of adolescent depressive symptoms did 
have an e f fec t on the R 2 that was s ignif icant at the . 05 
level , moving the R 2 from . 27 to .44. 
To determine the predictive value of different 
dimensions of self-concept on depressive symptomatology, 
separate hierarchical regress土on was computed, with only 
one dimension of self-concept entered at the f inal step 
for each regression. Each dimension of the self-concept, 
that i s , general self-esteem, as well as self-perception 
o n one's social and in te l l ec tua l competency, improved the 
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predic t ion of depressive symptoms beyond that afforded by 
d i f ferences in social des i r ab i l i t y , family adversity and 
an t i soc i a l behavior. 
Consistent to the exis t ing findings, general s e l f -
esteem, a well—recognized predictor , added the greatest 
percentage of increment in prediction of depressive 
symptoms (R 2 increment was 14%). Self—perception on social 
a b i l i t y also added 8% of the R 2 increment in prediction of 
depressive symptoms . Relatively, self-perception on one's 
academic achievement added lesser percentage of increment, 
yet s ign i f i can t , in predict ion of depressive symptoms (R
2 
increment was 3%). Instead of primarily relied, on a 
general measure of self-esteem, the present study included 
a more ref ined measures of self-concept, from which a 
f u l l e r understanding of the linkage between depression and 
self-concept has been revealed. 
Contrary to the hypothesis, ant isocia l behavior could 
not improve prediction of depressive symptoms beyond that 
afforded by differences in level of social des i rab i l i ty 
and family adversity. T一tests of correlation coefficients 
were, therefore , performed to determine whether antisocial 
behavior and depressive symptoms had dif ferent patterns of 
associat ion with the causes, family dysfunctioning and 
paren七一child relat ionship, and the outcomes, self-concept. 
From Table 5, depressive symptoms demonstrated 
greater strength of association with family variables and 
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self-concept measures than ant isocia l behaviour did. 
Depressive symptoms were more highly, and s ignif icant ly , 
re la ted to each dimension of family dysfunction and 
parental re jec t ion than were ant isocia l behavior, except 
the scales of Affective Involvement and Behavioral 
Control. As for the self-concept measures, depressive 
symptoms were more highly, and s igni f icant ly , associated 
with each dimensions of the self-concept than were 
an t i soc ia l behavior. Although both depressive symptoms and 
an t i soc ia l behaviour associated with family variables and 
self-concept measures in d i f ferent magnitudes, there was 
no d i f fe ren t pat terns of association in those measures for 
depressive symptoms as compared to ant isocial behaviour. 
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Table 5. Correlations between Family Variables and Self-
concept with Depressive Symptoms and Antisocial Behavior 
S c a l e
 Depression Delinquency 亡 
FAD 
PS .46 .22 5 77* 
C〇M .49 .20 6:92* 
Roles .38 .16 5.04* 
AR .43 .20 4.75* 
A I
 -23 .12 2.39 
BC .20 .10 2.16 
Parent .47 .25 5.38^ 
Self-Concept 
Social - .39 .04 -9.86* 
Academic - .29 - . 15 3.07* 
General - .56 - .13 10.69* 
Note. Missing data were deleted l i s twise , N = 745. 
Depression = Depression Self-Rating Scale; Delinquency = 
Delinquency Scale; FAD = Family Assessment Device; PS = 
Problem Solving; COM = Communication; AR = Affective 
Responsiveness/ Al = Affective Involvement/ BC = Behavior 
Control; Parent = Relationship with Parent Scale from the 
Marsh's (1988) Self-Questionnaire; Self-concept = 
questionnaire derived from Leung & Lau's (1989) study; 
Social = Social Self-Concept； Academic = Academic Self-
Concept ; General 二 General Self-Esteem. 
* p < .01. 
41 
In summary, s igni f icant sex difference was found on 
the measure of depressive symptoms. An age-gender 
in te rac t ive e f fec t was found on the measure of ant isocial 
behavior. The mean scores on Lie scale revealed a 
s ign i f i can t age difference. Since the effect sizes for the 
dif ferences were in the small to moderate range only; 
thus, presenting resu l t s of the subsequent analyses in 
t o t a l sample i s a more parsimonious presentation of data. 
Moreover, the present resu l t s indicate that each 
measure of variables in in te res t was in ternal ly 
consis tent , as evidenced by moderate to high alpha 
coe f f i c i en t s . As expected, depressive symptoms were 
s ign i f i can t ly associated with greater family dysfunction, 
greater parental re ject ion, more ant isocial behaviors, and 
poor self—concepts. Lie scale correlated s ignif icant ly and 
negatively with Delinquency Scale, showing considerable 
shared var ia t ion, whereas i t s correlat ion with measure of 
depressive symptoms was only modest. 
Contrary to the prediction, ant isocial behavior could 
not improve prediction of depression beyond that afforded 
by differences in level of social des i rab i l i ty and family 
adversi ty. T一tests on correlation coefficients revealed 
that depressive symptoms, consistently, had a greater 
strength of association with family variables and se l f -
concept measures than ant isocial behavior had. However, 
there was no di f ferent patterns of association in those 
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measures for depressive symptoms as compared to ant isocial 
behaviour. Of the family functioning, scales of Affective 
Involvement and Behavior Control correlated with 





In t h i s research, the contribution of a series of 
predic tors on depressive symptoms in non-clinical Chinese 
adolescents was examined. 
Alternative Explanations for the Relationship 
between Antisocial Behavior and Depressive Symptoms 
As expected, family dysfunction, parental rejection 
and poor self-concept predicted high depressive symptoms. 
In contrast to the hypothesis, however, ant isocial 
behavior did not improve the prediction of adolescent 
depressive symptoms. The magnitude of the association (r = 
.16) between ant isocia l behaviour and depressive symptoms 
was mild as well. This phenomenon was consistent across 
d i f fe ren t age and gender groups in th is sample. 
As s tated in the introductory discussion, many of the 
factor analyt ic studies do yield d is t inc t emotional and 
behavioral factors , in both c l in ica l and non-clinical 
samples. These findings lead some to argue that conduct 
disorders and major depressive disorder are dissimilar and 
characterized as di f ferent clusters (Achenbach & 
Edelbrock, 1978; Pefeffer & Plutchik, 1989). On the other 
hand, an emphasis on the i r independence cannot explain the 
observed comorbidity rates between conduct disorders and 
44 
depression derived from di f ferent studies which were 
documented to be higher than would be expected by chance, 
regardless of method and c r i t e r i a of examination (e.g., 
Bird et a l . , 1993; Lewinsohn et a l . , 1993; Offord et a l . , 
1989)• Therefore, the relat ionship between conduct 
disorder and depression remains dubious. 
Another possible explanation for the weak predictive 
value of an t i soc ia l behaviour on depressed mood in th is 
sample may be that of the subjec t ' s response style, social 
d e s i r ab i l i t y . A s ignif icant correlat ion between the Lie 
scale of the EPQ and self-reported ant isocial behavior in 
a negative direct ion may suggest the subjects ' tendency to 
under—report those ant isocia l behaviors they had 
committed. Therefore, th i s under-reporting may confound 
the associat ion between ant isocia l behavior and depressive 
symptoms. Accordingly, prediction of depressive symptoms 
added by ant isocia l behavior reached negligible level when 
social des i r ab i l i t y and family variables were controlled 
in the hierarchical analysis. 
As Eysenck and Eysenck (1975) noted, the Lie scale is 
the l eas t well understood amongst other scales of the EPQ. 
I t was or ig inal ly regarded simply as a measure to detect 
faking but has recently been recognized as a personality 
dimension of some in t r ins i c in teres t apart from faking 
(Eysenck & Chan, 1982). Clearly, much more research is 
required to fu l ly understand the nature of the person who 
45 
tends to score high 〇n the Lie scale and i t s relationship 
with the self - reported ant isocia l behavior. 
Moreover, the relat ionship between conduct disorder 
and depression may be indi rec t . Analyzed data from the 
Epidemiological Catchment Area Program, Robins and Price 
(1991) found that conduct problems lead d i rec t ly to 
external iz ing disorders such as adult ant isocial 
personal i ty and substance abuse, which in turn increase 
the r i sk for the internal iz ing disorders. Although the 
d i rec t e f fec t of conduct problems on internal izing 
disorders, such as depression, was found to be 
s t a t i s t i c a l l y s igni f icant ; the effect of conduct problems 
on in ternal iz ing disorders was found to be largely 
mediated through externalizing disorders (Robins & Price, 
1991). Substantial studies (e.g. , Robins and McEvcoy, 
1990) have also documented that conduct disorder i s 
associated with adult substance abuse and which in、 turn is 
associated with an increased r isk of depressive and 
anxiety disorders. In the future, longitudinal studies are 
required to c l a r i fy the pattern of linkage between conduct 
disorder and depression, as well as the predictive value 
of ant i socia l behaviour on depressive symptoms. 
Finally, there i s a long history of empirical studies 
that have ident i f ied family variables as consistent 
predictors for behavioral and emotional disturbances. 
Families of ant isocial and/or depressed children are 
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characterized by harsh and inconsistent discipl ine and 
l i t t l e posi t ive parental involvement with the child (e.g. , 
King et a l . , 1993; McKay et a l . , 1991; Patterson, 1982; 
Puig-Antich et a l . , 1993; Snyder, 1977). In l ines with 
previous research, the present findings noted that family 
dysfunction i s associated with depressive symptoms and 
an t i soc ia l behavior, pa r t i cu la r ly in those areas 
concerning af fec t ive involvement among family members and 
the maintenance of appropriate behavior standards. 
Families with inappropriate level of emotional 
involvement could be characterized as enmeshed or lack of 
involvement. Members are not interested in and place value 
on each others ' a c t i v i t i e s and concerns or they show their 
concern in an over—intrusive manner. In families with 
improper maintenance of behavior standard, socialization 
of behavior inside and outside family are inept, 
especial ly expressions of aggression. Families with 
trouble in these two areas are less l ikely to create 
environments where adolescents can be socialized and be 
emotionally nurtured. Therefore, these two areas of family 
dysfunction are associated with both adolescents' 
an t i soc ia l behavior and depressive symptoms. 
A s argued by Zoccolillo (1992), the co-occurrence of 
conduct disorder and depression may be at tr ibuted to the 
s a m e r i sk factor or factors . Cohen et a l . (1990) reported 
that there were no s ignif icant ly different r isk factors in 
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the family functioning and parent—child re la t ionship for 
ex te rna l i z ing as compared to in te rna l iz ing symptoms. The 
present f indings fur ther provide a preliminary evidence 
t ha t these two syndromes may share the same r i sk factor of 
family dysfunction, ra ther than as in the or iginal 
hypothesis tha t an t i soc ia l behavior creates an increased 
r i s k for depressive symptoms. 
S e l f - C o n c e p t and A n t i s o c i a l Behavior 
In te res t ing ly , an t i soc ia l behavior i s negatively 
associa ted with general self-esteem and self—perception on 
academic a b i l i t y . Substant ial l i t e r a t u r e has reported that 
a general measure of self-esteem i s shown to be negatively 
cor re la ted with delinquent acts (e .g . , Kaplan, 1972, 198 0; 
Kaplan and Robbins, 1983). Delinquent behavior i s also 
found to be negatively re la ted to school performance. Such 
negative cor re la t ion was explained as deviant behavior 
v io l a t e s in te rna l values and evokes negative responses 
from others (Leung & Lau, 1989)• In th i s study, however, a 
negl ig ib le associat ion between social self-concept and 
an t i soc i a l behavior had been noticed. The existence of two 
subtypes of conduct disorder may explain the lack of such 
assoc ia t ion . 
In 七 h e DSM-工工工-R, two primary subtypes of conduct 
. d i so rde r are outl ined: so l i t a ry aggressive type and group 
type. Kaplan (1980) postulated that adolescent who 
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r epe t i t i v e l y experienced peer re ject ion and academic 
f a i l u r e wi l l enact a l te rna t ive behavioral pat terns and 
seek approval from other membership groups, such as 
deviant peer group. I t i s argued that the more delinquent 
behavior one commits, the more one i s accepted by these 
membership groups (Kaplan, 1972). Therefore, adolescent 
with a diagnosis of group type of conduct disorder may be 
accepted and approved by the deviant peer groups, which i s 
re f lec ted in the posi t ive social self-concept. On the 
other hand, the so l i t a ry aggressive type of conduct 
disorder i s often associated with impaired interpersonal 
re la t ionships and popularity, resul t ing in poor social 
self-concept (Jenkins, 1990). Since no d i f fe ren t ia t ion on 
group and so l i t a ry types of conduct disorder is made in 
the present study, the association between ant isocial 
behaviour and social self-concept may be neutralized by 
the opposite impact of the two types of conduct disorder 
on social re la t ionship . Further investigation, which 
d i f f e r en t i a t e s subtypes of conduct disorders, may 
elucidate the association between social self-concept and 
an t i soc ia l behavior. 
Recent research has, shown that self-concept is 
multidimensional, and the relat ionship between s e l f -
concept and other constructs cannot be suf f ic ien t ly 
understood i f the mul七idimensionality of self-concept i s 
ignored (e.g. , Harter, 1986; Marsh, Relich & Smith, 1983). 
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The re l iance on a general self-esteem measure in past 
s tudies might therefore reveal only part of the re la t ion 
between self-concept and adolescence depression at one end 
and conduct disorders at the other end. Current research 
shows that the domains of academic ab i l i t y and social 
a b i l i t y are major components of self-concept. Moreover, 
each dimension of the self-concept demonstrated different 
magnitudes of association with ant isocial behaviour and 
depressive symptoms . 
Study Limitation 
F i r s t , the present study i s a cross-sectional design. 
Therefore, the correla t ional findings in the present study 
do not permit claims about causal i ty. 
Another potent ia l l imitat ion of the present study is 
that only one source of information via self-reported 
measures were included. For instance, items in the 
Delinquency scale were not validated against objective 
measures, such as school reports and police record. 
However, Leung and Lau (1989) reported that the 
Delinquency scale demonstrated mild correlation with 
school record of misconduct in the predicted direction (r 
= . 2 4 ) . Therefore, self-reported measure can be considered 
as a val id indicator of delinquency involvement. 
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On the other hand, a s ignif icant and negative 
cor re la t ion between Delinquency scale and Lie scale in the 
present research warrants a t tent ion to over-reporting or 
under-reporting of delinquent acts . 
Moreover, family functioning was rated by only the 
adolescents, using an instrument that had not formerly 
been validated with Chinese adolescent population. 
Nevertheless, the FAD proved quite re l iable with the 
adolescents in the present sample, as indicated by the 
in te rna l consistency coeff ic ients . Previous research (Ma & 
Leung, 1990) has also demonstrated that other western 
instruments, such as Family Environment Scale, in Chinese 
adolescent samples obtained a compatible resul t as with 
western adul ts . These resu l t s indicate there is reason to 
believe that the FAD can be used with Chinese adolescents. 
A fur ther factor to be considered is that the present 
study did not employ c l in ica l sample included diagnosed 
conduct disordered and depressed subjects. Therefore, the 
r e l a t i ve ly mild depressive s ta tes reported by non—clinical 
subjects may only represent the mood component of 
depression, instead of the psychosomatic and vegetative 
manifestation, the somatized anxiety, and the other 
extreme and overt behaviors commonly found in more severe, 
c l i n i ca l depression (Gjerde, Block, & Block, 1988) . Gotlib 
(1984) fur ther argued that se l f - ra t ing scales of 
depression may tap general d is t ress , rather than specific 
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constructs of depression. In summary, the in fe ren t ia l leap 
from sel f - repor ted depressive manifestation in a non-
c l i n i c a l sample to c l i n i ca l ly observed depression, as a 
psychia t r ic disorder, remains uncertain and therefore 
arguable. Findings based on self-reported depressive 
symptoms in a non-clinical sample may or may not be 
generalized to c l in ica l depression as defined in 
psychiatry. 
A f ina l l imitat ion which should be acknowledged in 
evaluating the findings is that the current study did not 
include other possibly overlapping areas of 
psychopathology such as anxiety and at tent ion def ic i t s 
disorder . Indeed, a study which took into account a l l such 
areas would be extremely complicated. 
Conclusion 
The present research aimed at evaluating the relat ive 
contribution of predictors on adolescent depressive 
symptoms. Contrary to hypothesis, ant isocial behavior 
fa i l ed to create vulnerabi l i ty to depression in this 
sample, as shown in 七 h e hierarchical analysis. The 
strength of association between antisocial behavior and 
depressive symptoms was mild as well. Whether these two 
syndromes separated from each other and associated with 
d i f fe ren t causes and outcomes are unknown from the present 
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f indings . Only longitudinal study can address th i s causal 
re la t ionsh ip . 
Derived from the present findings, adequate 
intervent ion i s recommended to address family functioning. 
Since parenting pract ices and family management, 
especia l ly in dimensions of the emotional involvement 
among family members and maintenance of appropriate 
behavior standards, associated with emotional and 
behavioral disturbances. Preventive measures are needed as 
well to guarantee early detection and modification of 
detrimental famil ial environment. 
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APPENDIX 
1. Depression Self-Rating Scale (DSRS) 
Please answer as honestly as you can by checking the 
appropriate box under the column that best f i t s how you 
h a v e
 f e l t ^ over the past two weeks. There are no right 
answers; i t i s important to say how you have f e l t . 
Most Some- Seld- Never 
of times om 
the 
times 
1. I look forward to things 口 0 [U D 
as much as I used to . 
2.工 sleep very well. • • • • 
3. I fee l l ike crying. 口 口 口 • 
4. I fee l l ike running away. 口 口 口 口 
5 •工 get tummy aches • • • • • 
6. I have lo t s of energy. • • 口 口 
7.工 enjoy my food. 口 口 口 D 
8.工 think l i f e i s n ' t worth • • • • 
l iving. 
9.工 can s t ick up for myself. • • • U 
10. I enjoy the things 工 do as 口 • 口 U 
much as I used to. 
11- I l ike talking with my • • • • 
family. 
12. I have horrible dreams. • • • • 
1 3 . 工 fee l very lonely. • • 口 口 
！ 4 . 工 a m easi ly cheered up. • • • 口 
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Most Some- Seld- Never 
of times om 
the 
times 
15.工 fee l so sad 工 can hardly • • • • 
stand i t . 
16.工 am good at things 工 do• 口 口 口 口 
17. I fee l very bored. • • • • 




• Self-Concept Measures (Translated from Leung & Lau,s 
questionnaire, 1989) 
Please check the appropriate box under the column that 
best f i t s how you have f e l t . 
1 二 Strongly agree 
2 = Agree 
3 = Disagree 
4 = Strongly disagree 
1 2 3 4 
1. I think my academic performance 
i s very high, ignoring o ther ' s 
evaluation. 口 口 0 口 
2.工 make friends eas i ly . 口 • • 口 
3. At times 工 think I am no good [H 口 口 口 
at a l l . 
4. I am easy to l ike . • • • 口 
5. I cer ta in ly feel useless at • • • 口 
times . 
6.工 take a posit ive a t t i tude 口 口 口 口 
toward myself. 
7.工 fee l that I,m a person of D D D U 
worth, at leas t on an equal 
plane with others. 
8.工 think I can f in ish college. • • • • 
9 . All in a l l ,工 am inclines to • • • • 
feel that 工 am a fa i lu re . 
10•工 am popular with kids my own • • • • 
age . 
11. Most probably, I can obtain 
very qood resul t s in th is „ _ 
Y I • • • • 
semester. 
12. Most kids have more friends U LJ L_l LJ 
than 工 do. 
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1 2 3 4 
13. Compared with my peers, my 
academic performance is the 
best . • • • • 
1 4 . 工 have more friends than D D D • 
other kids my own age. 
15.工 feel I do not have much to 口 口 口 口 
be proud of. 
16.工 get along with other kids • • 口 D 
eas i ly . 
17. I have lo ts of fr iends. 口 Dl 口 IZ1 
18.工 am able to do things as well • • • • 
as most other people. 
19. Compared with other classmates, 
my academic performance is 
amongst the best . 口 • • 口 
20. On the whole,工 am sa t i s f ied • • • 口 
with myself. 
21. Most kids like me. • • • 口 
22. I wish 工 could have more • • 口 口 
respect for myself. 
23. My academic performance will 
be among the top when I 
promote to higher grade. • • 口 口 
24. other kids want me to be their • • • • 
friend. 
25 My academic performance will be 
among the top, i f 工 study in 鬥 鬥 , • • • • 
college• 
26. I feel that 工 have a number of • • • • 
good qual i t ies . 
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1 2 3 4 
27.工 fee l I can achieve my goal 
i f I decide to be a doctor 
of a lawyer. • • • • 
28. My parents understand me. • • • • 
29. My parents f e l t unhappy or • • • • 
disappointed about my 
behavior. 
30.工 l ike my parents. • 口 • 口 
31. I want to raise my children 口 • • 口 
l ike my parents did. 
32. My parents and 工 spend a lot • 口 • 口 
of time together. 
33. My parents l ike me. 口 • • 口 
34. My parents are easy to talk to. D 口 U U 
35. I get along well with my • • • 口 
parents . 
36. My parents and 工 have a lot of 口 • 口 口 
fun together . 
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3. Delinquency Scale 
Please answer as honestly as you can by checking the 
appropriate box under the column that best f i t s you 
s i tua t ion . Your responses are confidential and your 
teachers or parents are unable to access the information. 
In the past 6 months, have you perform these acts? 
1 二 Most of the times 
2 = Sometimes 
3 = Seldom 
4 = Never 
1 2 3 4 
1. Fighting in and outside of 口 口 口 口 
school 
2. Smoking • • • • 
3. Gambling • • • • 
4• Damaging public property • • 口 口 
5. Threatening others 口 • • 口 
6. Stealing others' properties • • • • 
7. Shop—lifting • • • • 
8. Eating in class • • • • 
9. Talking with others during • • • • 
class lessons 
10. Reading other materials such 
as comics during class lessons • • • • 
lessons 
11. Cheating in exams 口 • • • 
1 2 . seeing pornographic movies and 口 口 口 口 
books 
13. Skipping classes and' school • • I • 口 
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1 2 3 4 
14. Talking in foul language • • I • 口 
15- Drinking alcoholic beverage • • • • 
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4• Lie Scale 
Please based upon your feeling or behavior in the past few 
years to answer each question. 
Yes No 
1. If you say you will do something, do you 口 口 
always keep your promise no matter how 
inconvenient i t might be? 
2. Were you ever greedy by helping yourself • • 
to more than your share of anything? 
3. Have you ever blamed someone for doing CJ IZI 
something you knew was real ly your 
faul t? 
4. Are a l l your habits good and desirable • • 
ones? 
5. Have your ever taken anything (even a pin • 口 
or button) that belonged to someone else? 
6. Have your ever broken or lost something • • 
belonged to someone else? 
7. Have you ever said anything bad or nasty 口 口 
about anyone? 
8. As a child were you ever cheeky to your 口 U 
parents? 
9. Have you ever cheated at a game? 口 口 
10. Have you ever taken advantage of someone? 口 口 
11. Do you always practice what you preach? 口 口 
！2. Do you sometimes put 〇ff unt i l tomorrow • • 
一 what you ought to do today? 
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5. Family Assessment Device 
Please read each statement careful ly, and decide how well 
i t describes your own family. 
1 = Strongly Agree 
2 = Agree 
3 = Disagree 
4 = Strongly Disagree 
1 2 3 4 
1. In times of c r i s i s we can turn • 口 • 口 
to each other for support. 
2. Planning family ac t i v i t i e s i s • 口 • 口 
d i f f i c u l t because we 
misunderstand each other. 
3. Individuals are accepted for 口 口 口 • 
what they are. 
4. We cannot talk to each other 口 口 口 口 
about the sadness we fee l . 
5. We can express feelings to each • • • 口 
other. 
6. We avoid discussing our fears • 口 • 口 
and concerns• 
7. we feel accepted for what we are. • • • 口 
8. There are lots of bad feelings • • • • 
in the family. 
9. we are able to make decisions • • • • 
about how to solve problems. 
10. Making decisions is a problem • • • • 
for our family. 
11. we confide in each other. • • I • 口 
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1 2 3 4 
12. We don't get along well • • • • 
together. 
13- We resolve most everyday • • • 口 
problems around the house. 
1 4 . When someone is upset the 口 D 口 口 
others know why. 
15. When you ask someone to do 口 d O 口 
something, you have to check 
that they did i t . 
16. If someone is in trouble, the • • • • 
others become too involved. 
17. We don't know what to do when 口 口 D D 
an emergency comes up. 
18. We sometimes run out of things D D U D 
that we need. 
19. We are reluctant to show our D D D D 
affect ion for each other. 
20. We make sure members meet their • • • 口 
family responsibi l i t ies . 
21. We usually act on our decisions • • • U 
regarding problems . 
22. You only get the interest of • • • • 
others when something is 
important to them. 
23. you can' t t e l l how a person is • 口 • 口 
— feeling from what they are 
saying. 
2 4 . Family tasks don't get spread • • 口 口 
around enough. 
25. You can easily get away with • I • • 口 
breaking the rules. 
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1 2 3 4 
26- People come right out and say • • • • 
things instead of hinting at 
them. 
27. Some of us just don,t respond 口 口 0 口 
emotionally. 
28. We know what to do in an • • 口 • 
emergency. 
29. We avoid discussing our fears • • • • 
and concerns . 
30. We have trouble meeting our • • • 口 
b i l l s . 
3 1 . After our family t r i e s to solve D D 口 口 
a problem, we usually discuss 
whether i t worked or not. 
32. We are too self-centered. D 口 口 口 
33. We have no clear expectations • • • • 
about t o i l e t habits. 
34. We do not show our love for 口 口 口 O 
each other. 
35. We ta lk to people di rec t ly • • • • 
rather than through 
go-betweens -
36. Each of us has par t icular duties • • • • 
and respons ib i l i t i es . 
3 7 . we have rules about h i t t ing • • • • 
people . 
3 8 We get involved With each other • • I • 口 
only when something interes t us. 
3 9 . There's l i t t l e time to explore • • I • 口 
personal in teres ts . 
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1 2 3 4 
40• We often don't say what we mean. • • • • 
41. We show interes t in each other • • • • 
when we can get something out 
of i t personally. 
42. We resolve most emotional upsets D D D D 
that come up. 
43. Tenderness takes second place • 口 口 • 
to other things in our family. 
44. We discuss who is to do O [H 口 口 
household jobs. 
45. Our family shows interes ts in • • • • 
each other only when they 
can get something out of i t . 
46. We are frank with each other. • • • 口 
47. We don't hold to any rules or D D D D 
standards . 
48. If people are asked to do D D D D 
something, they need 
reminding. 
49. i f the rules are broken, we • • • 口 
don't know what to expect. 
50. Anything goes in our family. • • D U 
51. We express tenderness. • • • • 
52. We confront problems involving • • • • 
feelings . 
5 3 . We don't talk to each other when El I • • 口 
we are angry. 
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1 2 3 4 
54. We are generally d i s sa t i s f i ed • • • • 
with the family duties assigned 
to us . 
55. Even though we mean well, we D D 口 D 
intrude too much into each 
others l ives . 
5 6. There are rules about dangerous 口 • 口 口 
s i tua t ions . 
57 . We cry openly. • • ! ! ] • 
58. We don't have reasonable 口 口 口 口 
t ransport . 
5 9. When we don't l ike what someone IZ1 D 口 口 
had done, we t e l l them. 
60. We t r y to think of di f ferent 口 口 口 口 
ways to solve problems. 
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^ ^ 回答以下一些有趣的問題，透過這些問題，你便可以 萝自己。請你細心閲讀每一題目，想想自己的情況， 然後從答案的其中一個口內加「V/」。 
_ 這些題目均泠有所謂對或錯的答案，請你依自F3的情況作 答o謂不要駔沛I人商•。我們會對你的資料，絕對保守秘殡。 
一 •在過去兩星期內，你是否有過以下的感受呃？ 
( 1 ) ( 2 ) ( 3 ) ( 4 ) 
經 間 很 完 
常 中 少 全 
有 有 有 沒 
有 
1 • 我和以往一樣，對事物充滿希望。 • • 口 口 
2 • 我睡得很好。 • • 口 口 
3 • 我想哭。 • • 口 口 
4 • 我想逃走。 • • 口 口 
5 . 我有胃痛。 • • 口 口 
6 • 我的精力十足。 • • 口 口 
7 • 吃東西對我來説是一種享受。 • • 口 口 
8 • 我認為生存沒有價值° • • 口 口 
9 . 我能維護自己的權利。 口 口 • 口 
I O •我一向都喜爱我所做的事。 • • 口 口 
I I •我喜歡和家人談話。 • • • • 
12.我有發惡夢。 • • 口 
13 •我覺得很孤單。 • • 口 • 
14 •我很容易高興起來。 • • 口 口 
1 我的憂愁已達到難已忍受的地步。 • • • • 
1 6 •我能好好地完成我要做的事° • • 口 口 
17 •我感到十分苦悶。 • • 口 口 
18 •我喜歡尋求樂趣。 • • 口 口 
19 •我有罪惡感。 • • • • 
2〇•我减少對性的興趣。 • • 口 口 
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二 •請个心閲讀各題，然後根據自P,的感受，在適當空格內 力口上「《」。 
( 1 ) ( 2 ) ( 3 ) ( 4 ) 
非 同 不 非 
常 意 同 常 
同 意 f 
I 口 J 
音 
JLll\ 
1 • 若暫不理會別人的看法，我其實 • • 口 口 
認為我的學業水平很高。 
2 • 我很容易便能結識朋友。 • • 口 口 
3 • 很多時，我認為自己一無是處。 • • 口 口 
4 • 我很容易討人歡喜。 • • 口 口 
5 . 我很多時覺得自己很無用。 • • 口 口 
6 . 我對自己抱著肯定、自信的態度。 • • 口 口 
7 . 我認為自己是個有價值的人，至 • • 口 口 
少與別人相等。 
8 • 我認為我能夠讀完大學。 • • 口 口 
9 • 總括來説，我覺得我是一個 ^ 门 ^ ^ 
失敗者。 • • 口 口 
1 O •在與我同年紀的人當中， • • • 口 
我是備受愛戴的。 
1 1 •我認為在這學期我多數可以拿到 • • 口 口 
很好的成績。 
1 2 •其他年輕人所認識的朋友， ^ 门 门 ^ 
都比我多。 • • 口 • 
1 3 •和我朋友比較，我的學業成績 
是最好的。 • • U U 
1 4 •我所識的朋友，比其他年輕人 • • 口 口 
為多。 -
1 5 •我覺得我沒有甚麼值得驕傲° • • 口 口 
1 6 •我和其他年輕人很容易相處。 • • 口 口 
17 •我有很多朋友。 • • • • 
1 8 •我做事的能力和大部份人一樣好。 • • 口 口 
1 9 •和同班同學比較丨塞的學業成績是 • • • • 
屬於最優秀的一小群。 
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( 1 ) ( 2 ) ( 3 ) ( 4 ) 
非 同 不 非 
常 意 同 常 
同 意 〒 
意 同 
2 O •總括而言，我很滿意自己。 • • 口 口 
2 1 •很多年輕人都喜歡我。 • • • • 
2 2 •我希望能夠更懂得尊重自己。 口 • • 口 
2 3 •將來讀更高班時，我的學業成績 • • 口 口 
會在最佳的一群中。 
2 4 .其他年輕人都希望和我做朋友。 • • 口 口 
2 5 •假如將來進了大學，我的學業成績 • • 口 口 
會在最好的一群中。 
2 6 .我覺得我有很多優點。 • • 口 口 
2 7 •若我決定要成為醫生或律師， • • 口 口 
我是有能力做到的° 
2 8 •我的父母瞭解我。 • • 口 口 
2 9 •我的父母對我的行為常感不快或 • • 口 口 
失望。 
3 O •我喜歡我的父母。 口 口 口 口 
3 1 •如果我有了自己的孩无：•费嘉用 • • 口 口 我父母教養我的方式來教養他們° 
3 2 •我和父母有時間共聚。 口 • 、• 口 
3 3 •我的父母喜歡我。 • • • • 
3 4 •我的父母是易於傾談的。 • • 口 口 
3 5 •我和父母相處融洽。 • • 口 口 
3 6 •我和父母時常一起渡過 n rn n n 





( 1 ) ( 2 ) ( 3 ) ( 4 ) 
很 丨丨丨J fW 2 
多 'I' 少 个 
時 <\ <) 沒 
有 灯 
1 • 在校內或校外跟人打架。 • I I I ] 口 
2 . 吸煙。 • |:: | |」 「」 
3 •賭博。 . • • 口 [I 
4 • 破壞公物o L:I 丨―I • L」 
5 . 恐嚇或威脅他人。 • I] • • 
6 • 偷竊他人物件。 • • [」 丨I 
7 . 在商店內高買（偷竊商品）。 • [ I • 口 
8 • 上課時偷吃東西。 口 • 口 丨」 
9 • 上諌時跟同學談話。 [：丨 • [ I 丨-」 
1 0 •上課時偷看其他讀物（如漫畫）。 口 • • • 
1 1 •考試時作弊。 • 口 • U 
1 2 •觀看色情電影或刊物。 • [丨 • 11 
1 3 •逃學。 丨」 丨」 丨」 [I 
1 4 •講「粗口」。’ • • 丨」 U 




1 •如果你答應做某些事，不論如何不方便，口 口 
你仍會遵守諾言？ 
2 .除了自己應得的，你曾否貪圖更多嗎？ 口 口 
3.你曾經將自己的過錯推搪給別人嗎？ 口 口 
4 .你所有的習慣都是好的嗎？ 口 口 
5 .你曾擅自拿過別人的東西（就算只是一針 口 口 
一線）嗎？ 
6.你曾損壞或遺失過別人的東西嗎？ 口 • 
7 .你曾講過別人的壞話嗎？ 口 口 
8 .你小時曾對父母粗暴無禮嗎？ 口 口 
9 •和別人玩遊戲時，你有過欺騙行為嗎？ • 口 
1 O .你曾否利用過某人為自己取得好處嗎？ 口 口 
1 1.你經常言行一致嗎？ 口 口 
1 2 •你有時把今天應做的事拖到明天去做嗎？ • 口 
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五•你是否同意以下的句子，正確地形容你自己家庭的狀況？ 
( 1 ) ( 2 ) ( 3 ) ( 4 ) 
非 同 不 非 
— 意 同 常 
同 意 予 
意 同 
音 
1 • 面對危機時，家人可彼此支持。 口 • • 口 
2. 計劃家庭活動是很困難的，因我們 口 • • 口 
不清楚各人的興趣。 
3. 家人能互相接受彼此的特性。 • • 口 口 
4 . 家人不能彼此訴説心中的不快。 • • 口 口 
5 . 我們可向其他家人表達心中的感受。 • • 口 口 
6 . 我們家人避免談及自己的恐懼和 • • 口 口 
憂心的事° 
7 • 我們感到互相接納。 • 口 • 口 
8 . 家人間存在著很多不滿。 • • 口 口 
9 . 我們家人能決定如何解決困難。 口 口 • 口 
I O •對我們家庭來説，要作出決定通常 • • 口 口 
是一個難題。 
I I •家人彼此信任。 • • 口 口 
1 2 •家人不能融洽相處° • • 口 • 
1 3 •我們可以解決大部份日常在家庭中 • • 口 口 
出現的問題。 
1 4 •在家人感到困擾時，其他家人會 • • 口 口 
知道原因所在° 
1 5 •當你吩咐其他家人做事時，你需要 • • 口 口 
檢查他們是否辦妥。 
1 6 .當有家人遇到麻煩時，其他家人 • • 口 口 
會顯得過份緊張。 
1 7 •當有緊急事故發生時，我們一家人 • • 口 口 
會不知所措。 
1 8 •我們一家人有時會用盡家中所要的 • • 口 口 
必需品。 
1 9 •家人不願意彼此流露感情。 • • • • 
2 O •我們會促使各人負上自己的家庭 • • • • 
責任。 
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非 同 不 非 
— 意 同 常 
司 意 不 
意 同 
JUJ\ 
2 1 •我們經常能用大家已決定了的 口 口 • 口 
方法去應付問題。 
2 2 •只有涉及其他家人的利益時，才能引起••口 口 
他們對你的注意。 
2 3 •你不能從家人的説話中，知道他們 • • 口 口 
的感受。 
2 4 •家庭的工作未能平均地分配。 • 口 • 口 
2 5 .家人能夠隨意破壌家中的規則。 • • 口 口 
2 6 •家人間能直接對話，不用轉彎抹角。 • • 口 口 
2 7 •有些家人從不流露自己內心的感情。口 • • 口 
2 8 •我們家人知道如何處理緊急事故。 • • 口 口 
2 9 .心中的感受很難對家人傾訴。 • • • 口 
3 O •我們家庭有經濟困難。 • • 口 口 
3 1 •當我的家庭嘗試解決一問題後，我們 • • 口 口 
通常會檢討所用方法的成效。 
3 2 •我們一家人十分自我中心。 口 口 口 口 
3 3 •我們家中沒有關於使用洗手間 • • 口 口 
習慣的明確守則。 
3 4 •我們家人不會表露對其他成員的 • • 口 口 
愛心。 
3 5 •我們家人喜歡直接對話，而不會 • • • • 
透過其他成員傳達訊息° 
3 6 •各家庭成員均有對家庭之義務和 • • 口 口 
責任。 
3 7 •家庭中有明確的規限去處理 • • 口 口 
成員間的打架° 
3 8 •當有利益關係時，我們家人才會 口 • • 口 
關注對方。 
3 9 •我的家人很少關注各人的興趣發展。• • • • 
4〇•我們甚少説出心中真正想法。 • • 口 口 
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意 同 
竜 
4 1 •當能夠得到利益時，我們家人才會 口 • • 口 
關注對方。 
4 2 •我們家人能解決大部份情緖的困擾。口 • • 口 
4 3 •我的家庭不大重視情感的流露。 • • 口 口 
4 4 •我們一家人會商討有關家務的分配。口 • • 口 
4 5 •當我們能從中得到利益時，我 口 • • 口 
的家人才會互相關注。 
4 6 •家人能彼此坦誠相對。 • • 口 口 
4 7 •我們沒有任何家規。 • • 口 口 
4 8 •我們一家人需要提醒，才能夠完成 • • 口 口 
家i务° 
4 9 .在家中，我們做錯事後，不知會有 • • 口 口 
甚麼責罰° 
5 O •在家中，任何事都可以做。 • • 口 口 
5 1 •家人能向彼此流露感情° • • • • 
5 2 •我們一家人坦誠面對彼此 • • 口 口 
情緖感受的問題° 
5 3 •當憤怒時，我們會不瞅不睬。 • 口 • 口 
5 4 .一般來説，我們不滿所分配到要負責 • • 口 口 
的家庭事項。 
5 5 •雖然是出於好意，g是我們經常干涉 • • • • 
. 家中各人的生活方式° 
5 6 .在家中，我們有應付危險的規則。 • • 口 口 
5 7 •我們家人可以互相坦誡哭訴。 • • 口 口 
5 8 •我們家人時常要面對交通問題。 • • • • 
5 9 •當不滿意某些家人所作之事，我們 • • 口 口 
會告知他們。 
6〇•我們家庭嘗試想出不同方法去解決 • • 口 口 
間題。 
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